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Abstract 
Aims:  It was planned that the organizational decision makers would have an 
increased ability to make an informed decision by having an additional source of 
information by the introduction of the KPI’s. A secondary aim was that by 
implementing a new idea and amending the knowledge to the organizational context 
that organizational learning will occur for participates involved in the implementation 
process. Rationale: This paper details the implementation of a set of Key 
performance indicators (KPI) at two mental health day hospitals. A set of KPI’s is a 
tool used to provide core measurements of service functioning and well-being. These 
measures provide indications that a service may not be operating within the norms or 
the strategic aims of an organization and that further analysis is required. KPI’s are 
complimentary to other organizational mechanisms of service monitoring such as 
clinical audit, service user feedback, staff wellbeing questionnaires and incident 
reporting systems.  Change process: Using the HSE change model a group of staff 
amended the KPI to mental health context. Evaluation: To evaluate the KPI 
usefulness to mental health context, the degree of belief in the KPIs was assessed 
using an adapted questionnaire. To capture organizational learning relating to the 
implementation process, a focus group was used. Result: The questionnaire 
demonstrated a high degree of belief in the use of KPIs by key stakeholders within 
the organizations.  The focus group identified three themes that validated learning 
from the implementation process. Conclusion: The implementation of the KPIs at two 
mental health day hospitals was confirmed as useful to a group of key stakeholder 
within the management structure. The high degree of belief in the KPIs and its 
application to the mental health day hospital context was proven. Also, 
organizational learning was found to occur in the form of single loop learning. Single 
loop learning is the learning of new knowledge or amending of new knowledge to the 
context that had no impact on the organizational systems in place. The 
understanding gained from the single loop learning will help the implementation 
group to use the organizational systems such as the HSE change model more 
efficiently in the future without changing the organizational system itself. An 
anecdotal finding suggests that double loop learning may have occurred. Double-
loop learning occurs when new knowledge or knowledge amended to context occurs 
that has changed the organizational systems in place. In the evaluation of key 
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stakeholder’s belief in KPIs, it was found that the stakeholder will use the KPIs in 
decision making. Using the information provided by the KPIs in organizational 
decision making along with changes to data collection and aggregation of reporting 
practices one could say that the amended notion of KPI has had an organizational 
impact and therefore could be classed as double looping learning though more 
longitudinal evaluation would be required to add strength to these findings.  
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1 Introduction 
To make informed management decisions, one needs to have good reliable 
information. It is anticipated that the organisation St. Vincent Hospital, Fairview 
(SVHF) will have better more efficient performance measures for their mental health 
day hospital that are in line with HIQA (Health Information and Quality Authority) 
guidelines on KPI usefulness. It is envisioned that the developing of Key 
performance indicators (KPI’s) for the mental health day hospitals would enable 
SVHF on behalf of the Dublin North City (DNC) mental health area management 
team to be more accountable, and knowledgeable regarding the service they govern. 
 
 
1.2 Organisational context 
SVHF is a section 38 non-acute voluntary hospital which is contracted by the Health 
Service Executive (HSE) through a local service agreement to provide a mental 
health service through the DNC mental health area management team.  SVHF is 
made up of a 30-bed acute adult inpatient ward, a 9-bed long stay adult rehabilitation 
ward, a 9-bed acute psychiatry of old age ward and a 12-bed regional acute 
adolescent inpatient ward. SVHF over the last two decades has seen an overall bed 
reduction and an expansion of community care. SVHF currently governs three-day 
hospitals (two adult and one adolescent), nine adult community mental health teams, 
a psychology department, and a mental health addiction service. 
Due to recent financial curtailments related to the overall downturn in the Irish 
economy, the service provision at SVHF has been robustly reviewed by the HSE. 
The HSE could no longer afford to allow a continuous rolling over of local service 
agreements without a more vigorous review and therefore wanted to check if what 
they were paying for was value for monies. The value for monies review ended up 
with no agreement between SVHF and HSE on what was expected to be provided 
for the monies given. HSE ultimately wanted to close service to in order to cut costs 
and SVHF ultimately wanted to keep what they felt was quality services opened for 
the betterment of the patients they were serving. The process fell into dispute and 
was hindered due to the lack of agreement on what was to be measured to help 
determine an informed strategic management plan. The definition of measurement 
changed from day to day depending on the HSE or SVHF agenda. SVHF recognised 
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then and now that without agreed terms of measurement, the service, and the 
associated funding, would remain vulnerable to new definitions of what was 
expected. Lack of quality measurements’ is not unique to SVHF there has been a 
clear defining gap in mental health quality indicators (Lora, 2013).  
 
 
1.3 The Rationale for selecting the project. 
To address this vulnerability, SVHF sought key performance indicators (KPI’s) to be 
tied into the local service agreements. Though the HSE are not in a position to give 
guidance or agreement on KPI’s until mental health quality profile’ (HSE 2015 P.48) 
is completed. In the absence of a timeline for the mental health profile and 
subsequent KPI development, SVHF is interested in developing their measurement 
of quality and attach it to the funding through KPI’s and therefore protect their current 
and future services. SVHF have further focused in on the day hospitals of adult and 
adolescent services as their flagship services that are a service priority for further 
expansion and therefore will be the initial focus of the KPI development. 
Currently within Ireland, there are two established mechanisms for monitoring activity 
levels and performance within the mental health service. Firstly, the psychiatric 
inpatient admission and discharge database is managed by the Health Research 
Board (HRB), and its sole focus is inpatient, not community-based mental health 
care. Secondly, the HSE mental health services KPI metadata collection which is 
primarily being used for measuring strategic goals relating to the national service 
plan whose aim has been the establishment of community mental health teams. With 
a reduction in mental health admissions from 535.4 per 100,000 in 1965 to 489.5 per 
100,000 in 2008 (Daly & Walsh, 2008) and an increased emphasis on developing 
recovery focused approaches within the community (Department of Health, 2006) it 
has become evident that a mechanism of monitoring community activity levels needs 
to be established to reflect the changing needs of the mental health services.   
In response in 2013, the HSE created a set of internal KPI’s for monitoring adult 
community mental health services and no KPI’s for day hospital services. The HSE 
acknowledges ‘enhancing performance measurement’ is a requirement though its 
focus currently is on the role out of the ‘national accountability framework’ which 
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incorporates ‘performance agreements’ (HSE 2015 p.27). The performance 
agreements now give explicit procedures for recognising quality performance and 
dealing with underperformance.  The HSE mental health directorate plans on 
developing ‘Performance indicators relating to quality and service user safety…. 
during 2015 as part of the development of the mental health quality profile’ (HSE 
2015 P.48). It is proposed here that a focus on day hospital KPI’s must be part of this 
development of a mental health profile.  
There is recognition for the need of KPI’s in mental health in both Canada (MHCoC, 
2015) and Australia (National Mental Health Performance Subcommittee, 2011). As 
it stands there are no current national nor global agreed performance indicators for 
day hospital mental health services (Fisher, Spaetfh-Rublee, & Pincus, 2013). The 
lack of performance indicators makes it difficult to compare services for effectiveness 
and leads to ambiguity around how community services should function. The 
development of standardised KPI’s based on current evidenced-based research 
could provide a solution to this current dilemma, where the KPI’s could provide the 
measurement indicators of quality and standardisation of expectation to help enable 
effective planning of community mental health service delivery.  
In the absence of international, and national performance indicators it is proposed 
that a bottom-up approach is taken, this national need is then recognised as a local 
need and KPI’s are developed to give measurement and expectation of what mental 
health services could be locally. A bottom-up approach that encourages services on 
the ground to take ownership of core elements necessary for a good quality 
healthcare systems such as responsive regulation and devolved accountability is in 
line with several recommendations by the National Economic and Social Council 
(National Economic & Social Council, 2012). It is proposed that a mechanism is 
followed to create the KPIs based on the Health Information and Quality Authority 
(HIQA) guidance document on the development of key performance indicators  
(HIQA, 2010).  
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1.4 A description of the project leading to the specific aim and SMART 
objectives set 
 
Using a continuous quality improvement (CQI) philosophy a group of managers will 
come together using the HSE change model as the guiding approach will progress 
the work using PDCA cycles to develop and implement data collection in relation to a 
set of KPI’s at two mental health day hospitals within SVHF. 
 
1.4.1 Aim 
The aim is to develop key performance indicators for the mental health day hospitals 
at St Vincent’s Hospital, Fairview within the Dublin North City mental health 
catchment area.  
 
1.4.2 Objectives 
 By the 14th of Dec 2015, staff from the mental health day hospital’s will be 
invited to the first implementation group that will utilise the HSE change model 
for rolling out the introduction of the KPI’s.  
 By 30th of Dec 2015, four areas of focus that are aligned with, organisational 
goals will be identified by the implementation group. 
 By the 18th of Jan 2016 using the HIQA guidelines for KPI development and 
previously identify areas of focus a number (one to four) of the KPIs will be 
formatted and finalised for data collection. 
 By the 1st of Feb, the finalised KPI’s will be measured against day hospital 
activities across two mental health day hospitals over a period of three 
months. 
 By the 31st of March Evaluate the Clinical Nurse Managers at the day hospital 
perspectives on the process of implementation of the KPIs. 
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 By the 31st of March evaluation through a questionnaire will determine the 
belief in the usefulness of the KPIs to SVHF senior management team as 
identified by the key stakeholder analysis (see Appendix 2). 
 By 11th of May produce findings into a dissertation for RCSI and publication. 
 
 
1.5 The Role of the student in the process 
Currently, the student does not work for the SVHF which is the site the 
organisational development will take place. The student currently works as Assistant 
Director of Nursing for the Community Adolescent Mental Health Services (CAMHS) 
management team and SVHF is contracted to provide inpatient and day hospital 
adolescents services to the HSE CAMHS management team.  As part of CAMHS 
management team the student has responsibility for ensuring that the contracted 
services at SVHF are of good quality and therefore has an invested interest in 
developing KPIs to determine its performance. The student will therefore meet and 
agree with SVHF management the terms of KPI development commitment on their 
part and help facility the change process by actively engaging with SVHF 
management team.  
The student will produce a literature review of evidence-based articles to help refine 
the areas of measurement to international standards and local values as set out in 
policy documents.  It is further proposed that the student establishes and chairs an 
implementation group with the aim of following the HSE change model for the 
planning, initiating and implementation of the pilot at the two-day hospital’s (Health 
Service Executive, 2008).  
It will be the implementation group’s initial task to select from the literature review 
which KPI should go forward for full development. Using the HIQA guidelines for KPI 
development the student will produce a number of KPIs that can be implemented on 
piloted basis. Those KPI’s that are deemed suitable will be piloted at least two day 
hospitals.  The student will work alongside management of the day hospital to 
support staff in its successful implementation. The Clinical Nurse Managers and staff 
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of the day hospital will comprise of an implementation group, which the student will 
facilitate and then evaluate the process of creating and implementing the KPIs.  
A report on the KPIs dashboard outcomes and key learning on implementation will 
then be submitted to the SVHF management team for discussion.  Using a 
questionnaire (HIQA, 2010) the senior management team of SVHF and key 
stakeholders will evaluate their belief in the KPIs for usefulness utilising the HIQA 
adapted criteria for KPI evaluation. 
 
1.6 Signpost to the remaining chapters 
Contained in the following chapter two, will be an evidence based literature review 
based on search strategy determined by the KPI implementation group. The themes 
of KPI implementation, timely-access, avoidable hospital usage, readmission and 
length of stay will be discussed. 
Within chapter three the evidence base detailed in the literature will be brought to the 
implementation group and discussed. The discussion will be structured by the plan, 
do, adjust and check cycle. Within each cycle a KPI will be created, using the HIQA 
KPI guidance document as a template for completion. There will be four KPIs 
created from this process. The remainder of the chapter will detail how the data 
collection occurred and the difficulties encountered and resolved. The chapter will 
end with a discussion on how the project was mainstreamed into the organisation 
and a plan was made going forward to ensure sustainability. 
Chapter 4 details how the KPI project was evaluated. Two evaluations were used to 
demonstrate that both single loop and double learning occurred. Single loop 
occurred for the participants of the implementation group that will help both the 
author and participants get better use out of the HSE change model in the future and 
could help with any envisaged scale-up of the project going forward. Double loop 
learning was established when the senior managers validated through a Likert 
questionnaire, that they strongly agreed or agreed that with the usefulness of the KPI 
and also identified that they strongly agreed or strongly agreed that they would use 
the information in the decision making going forward. 
Finally, chapter five will discuss the limitations and strengths of the project as a 
whole and make recommendations going forward. The chapter will finish with an 
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overview and summary of the project as a whole. The chapter will emphasise the 
importance of taking a bottom up approach to change. Such an approach empowers 
local managers to amend proven quality and safety tools such as KPIs and make 
them relevant to their own environment.  
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2. Literature review 
 
 
2.1 Introduction 
Measurement is central to the concept of quality improvement. In order to achieve a 
measure of a service numerous conceptions are used such as regulatory inspection, 
peer lead assessments, service user satisfaction, staff feedback, data incidents 
reports, complaints, health outcome measures and key performance indicators 
(McEwan & Goldner, 2002). In order to explore the potential for quality improvement 
within mental health day hospitals measurement is required in the first instance to 
enable informed decision making at every layer of the organisation.  
Rather than capturing vast amounts of data, crucial measurements can give signs of 
how day hospitals are performing. The following literature review has highlighted key 
measurements that are a prerequisite to knowing where and what quality 
improvement initiatives could be undertaken to improve services. The search 
strategy has identified five themes to be considered by the implementation group 
based on the areas of measures they felt were in line with the strategy and optional 
values of the day hospital. 
 
 
2.2 Search Strategy 
  
An English language vocabulary restriction was used. The vocabulary used was ‘key 
performance indicators’, ‘performance measurement’ and ‘performance indicators’ 
‘mental health day hospital’ ‘Psychiatric day hospital’. Following the initial literature 
search it became evident that the vocabulary used gave useful information in terms 
of an overview of the generic understandings and usefulness of key performance 
indicators (KPI’s) and how those KPI’s could be implemented. While the generic 
information was useful the search also revealed multiple areas of measurement that 
where too vast to cover within the limitations of this study and needed to be refined. 
In order to refine the vast areas of measurements, a focus group of key stakeholders 
15 
 
from the organisation met to discuss the areas of measurement that was relevant to 
them and their organisation. The refined area for the vocabulary restriction was 
applied to the areas of measurement and were refined to ‘access’, ‘readmission’, 
‘length of stay’ and ‘avoidable hospital usage’. The refined search gave more detail 
articles related to the organisational areas of need. 
No time restrictions were applied to the search, though due to time restraints 
strategic areas of the literature were initially focused upon such as peer reviewed 
articles, systematic reviews and meta –analysis from these findings the references 
list where reviewed to determine the core valuable articles that could be applied to 
this organisational development project and then further explored.  
The following database were used to gather the articles required, Cinahl, Google 
scholar, Medline and Health Business Elite. Systematic reviews were reviewed for 
content and core articles where identified followed up on and critiqued. Except for 
well cited articles there were only a small number of articles that related to mental 
health KPI’s and therefore to gain a broad view of the current literature general 
medicine was utilised on occasion to explore the gaps. In addition, some national 
health service strategic reports on the implementation and usefulness performance 
indicators for monitoring and measuring certain aspects of health care was used. 
The review includes 32 articles. 
 
 
2.3 Review of themes 
 
The literatures review unearthed five themes from the search strategy used, 
implementation of KPIs, timely-access, length of stay, readmission and avoidable 
hospital usage. The following details the findings. 
 
2.3.1 KPI implementation 
 
KPI’s are tools used by managers to measure “strategic key capabilities of the 
organisation” (Marr, Schiuma, & Neely, 2004, P. 552).  KPI’s are useful because they 
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provide an overview of how a service is functioning at a glance. The benefits of KPI’s 
when designed and used properly has been purported throughout the literature. 
Without quality performance indicators such as KPI’s, it is impossible to monitor 
healthcare (Mainz, 2003). The implementation of a range KPI’s can bring benefits 
such as improving quality, increasing accountability (HIQA, 2010), establishing 
priorities, and benchmarking services (Hermann et al., 2006). KPI’s can provide 
motivation towards joint quality improvement initiative’s (Shaw et al., 2003) through 
the establishment of goals and key priorities (Klassen et al., 2010) derived from the 
measurements they provide. Recognising the positives of services built on local 
expertise and fashioning a set KPI’s around this positivity can give rise to avenues of 
scaling up innovation that in turn encourages policy development (Parry et al 2013). 
KPI’s can lead to benchmarking of services (National Mental Health Performance 
Subcommittee, 2011). This benchmarking activity can help identify areas for 
improvement and consequently lead to higher standards of services.  
In order to develop KPI’s thought and consideration is required. KPI’s are usually 
based on key values or meet a set of criteria in terms of usefulness and 
effectiveness. Shaw, Bruneau, Baskia, Jong, & Sunol, (2003) believes that 
performance should reflect the values of the various stakeholders involved, but often 
don’t have values added at the start of their design rather at the end by the people 
interpreting the data. This can create debate and confusion regarding what is being 
measured and why it is important to measure it. The data then risks being made 
arbitrary from the start.  McColl, Roderick, Gabbay, Smith, & Moore, (1998) 
recognises the need for KPI’s to be linked to a specific evidence base of knowledge, 
rather than expensively collecting vast amounts of data on aspects of health care.  
Additionally, performance indicators should focus on those aspects of care which is 
under the control of staff to change (Giuffrida, Gravelle, & Roland, 1999). 
 In order to address these concerns Rosenheck (1998) suggests a process of KPI 
design should be based on a ‘set of principles’ that ‘guide the selection’ to ensure 
there ‘relevance’ to the ‘particular health system’ (P.88). Program theory suggests 
reducing services down to smallest components in a system of care defining the 
stages or ‘programs’ and detailing the ‘intermediate outcomes’ and the ‘final 
outcomes’ and creating KPI around these stages to measure the performance of the 
system (Birleson, Brann, & Smith, 2001). Program theory does give a us process of 
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KPI development though does not go far enough in detailing how KPI’s are to be 
based on organisations drivers, beliefs and service priorities. Alternatively, KPIs can 
be developed by a panel of experts and potential users supported by the evidence 
base (Fitch et al., 2001). Consensus can be sought through collaboration (Hsu & 
Sandford, 2007). 
To assist the experts in identifying the KPIs, HIQA outlines thirteen characteristics 
that a KPI should have. Once selected it is important that the creation and 
implementation of KPI’s be completed to the highest standards and in practice 
sometimes can be a misused tool (HIQA, 2010).  According to Mannion & 
Braithwaite (2012) there are twenty pitfalls (see appendix ) across four themes that 
cover 1) poor measurement 2) misplaced incentives and sanctions 3) breach of trust 
and 4) politicisation of performance systems. By embracing HIQA guidelines and 
avoiding the pitfalls KPI’s developed by consensus using the current evidence base 
can be useful to a managers and clinicians alike. 
KPI’s have been embraced internationally from small organisations to national health 
services. The areas of measurement are vast and include performance indicators for 
care giving, access and treatment, children and youth, diversity , economic 
prosperity, housing and homelessness and population well-being to name a few 
(MHCoC, 2015). The areas covered by KPI’s are vast and a complete discussion is 
beyond the scope of this paper to include them all. Therefore, the literature review 
will focus on four areas of performance measurement related to mental health day 
hospital. The parameters of focus are to include the following areas of measurement 
1) avoiding inpatient hospital usage 2) readmission 3) length of stay and 4) access to 
care. The areas of measurement are deemed relevant to the organisational context 
as defined by a group of key stakeholders that included representatives of senior 
management, unit managers and frontline nursing staff at two mental health day 
hospitals.  
 
 
2.3.2 Avoidable hospital usage 
Using a day hospital to prevent hospitalization is not a new concept (Stein & Test, 
1980). Hickey, Walsh, & Moran (2003) found that the majority of patients at day 
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hospital were not acutely unwell and not in need of day hospital treatment. More 
recently there have been evidence of day hospitals treating more acutely unwell 
patients. The mental health commission in an overview of 12 mental health day 
hospitals found that the majority of the day hospital were treating acutely ill people 
and therefore diverting admissions from inpatient hospital (MHC, 2010). Treating the 
acutely unwell  meets the vision the change function of day hospital as an alternative 
to hospital admission (Department of Health, 2012). Supportively, a core function of 
preventing hospital admission is the treatment of acute mental illness that 
traditionally would have needed inpatient admission (Department of Health, 1984), 
HSE, 2012).  
It is also reasonable to assume not all acute mental illness treatment episodes at a 
day hospital will be successful in managing mental illness without the support of 
inpatient beds. Therefore, there will be a number of admissions from day hospital to 
inpatient. If the number admitted to inpatient from day hospital is too large it could 
indicate that the day hospital is not managing acute illness and its processes may 
need further analysis. If no patients or very few patients are being admitted from day 
hospital to inpatient, then it could indicate that the day hospital may not be accessing 
the acutely ill, again requiring further analysis.  
Developing a KPI on inpatient admission from day hospital could help measure 
whether the day hospital is meeting a core function in providing alternative to 
hospital for patients with acute mental illness. Measuring admission rates from day 
hospital to inpatient has been used to determine if service delivery is effective at day 
hospitals alongside other measurement’s (Vidalis, Preston, & Baker, 1990). 
Determining the acceptable amount of admissions from a day hospital to inpatient is 
difficult to determine and will need refining over time once the initial data have been 
gathered. 
 
2.3.3 Readmission 
Another core function of day hospital activity is the sustainable recovery of its 
patients in order to maintain a decent quality of life within the community (HSE, 
2012). Readmission rates and performance monitoring of all hospitals in relation to 
readmission is an increasing trend. Within Ireland Mental health hospitals have a 
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readmission rate of 66.6% within a given year (Daly & Walsh, 2015). This figure 
could seem high when one considers Ireland has adopted a vision of a 
predominately community based mental health service (Department of Health, 
2012).  
Further analysis of Ireland’s 66.6% readmission rate could help identify what is 
required in order to help people maintain their wellbeing within the community 
following discharge. Whether more work is required within the hospital prior to 
discharge, or whether community services need to do something different in order to 
support people post discharge cannot be determined by the 66.6% readmission rate 
alone.  
According to Lyons et al, (1997) there was no significant findings to suggest hospital 
care affected readmission and concluded readmission is not a good performance 
measure for hospital.  Though critically the study does show different characteristics 
between patient readmitted within thirty days as opposed those to readmitted with six 
months to one year. The difference of need from self-care neglect for those patients 
readmitted within thirty days and those needing family intervention readmitted after 
six months does pose a question. Is there point in time following discharge that 
hospital care can be said to effect readmission?  
While further research is needed regarding the intervention and readiness for 
discharge, the existing evidence suggests that hospital care does have effect on 
thirty-day readmission rate (Durbin, Lin, Layne, & Teed, 2007). While causes of 
thirty-day readmission rates has multiple reasons clear pointers show pre-hospital 
discharge readiness to be of high importance in terms of readmission, warranting 
further attention (Tulloch, David, & Thornicroft, 2015). Though patients within and 
beyond the thirty-day threshold which had multiple repeat admissions have benefited 
when an assertive outreach approach was used by the community team (Bond, 
Drake, Mueser, & Latimer, 2001). The one-year rate of repeat hospitalizations is 
therefore a better performance indicator for community care as opposed to hospital 
care (MHCoC, 2015).  
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2.3.4 Length of stay 
Length of stay (LOS) has long been used as a measure of hospital performance. 
Reducing LOS is important as making beds and the associated resources to run 
those beds available allows the next patients to access beds quicker, its allows 
patients to be home earlier, it reduces the chance of catching hospital enquired 
infections and it reduces the overall cost of treating patients. Conversely, reducing 
LOS has been linked with increasing readmissions which increases costs (Kociol et 
al., 2012).  
Nonetheless linking LOS with cost and resources has not yielded the results one 
would expect. Increasing the focus on moving patients out of hospital as opposed to 
treating and stabilization in the first instance has in some instances reduced the 
quality of care (Kossovsky et al., 2002). Which seems unnecessary, as cost and 
resources are not evenly spread across an admission. Every admission has more 
resources and therefore more cost associated to the early part of admission the 
treatment phase. Reducing LOS i.e. reducing the least expensive days makes LOS 
as a driver for reducing cost a minimalistic target for hospital budgetary concerns 
(Taheri, Butz, & Greenfield, 2000).  
Supportively, Goldstein (2001) recognises that while variance of cost is not an new 
concept with LOS, alternative measures that focus on process would be more 
reliable and effective in reducing costs and increasing efficiency of healthcare 
systems. Performance improvement as of result of LOS data should be focused on 
improving discharge process and overcoming obstacles to discharge though are 
often ignored as external factors influencing LOS such community infrastructure 
(Kulinskaya, Kornbrot, & Gao, 2005). Conversely, (Jenkins, 1990) argues that 
process indicators should only be used after input and outcome indicators have 
identified variances that need to be controlled.  
With such ambiguity around LOS in the literature some countries such as Australia 
has concluded that LOS cannot not be used as a measure of how a hospital is 
performing in terms of good or bad and should only be used to determine activity 
(National Health Performance Authority, 2013). Within Ireland the Health Research 
Board (HRB) has been measuring mental health services activity since 1963 and has 
refined its process over the years. The HRB when giving the LOS detail the 
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information to include percentage of patients that has spent over a fixed amount of 
time within a hospital such as one week, one month or 3 months (A Daly & Walsh, 
2015).  
 
2.3.5 Timely-Access 
Access to care has different meaning to different peoples and therefore can be a 
complex and ambiguous term (Schoen, Davis, How, & Schoenbaum, 2006).  These 
measurements can present as an oversimplified impression of access to services 
without the complexities that prevent people from accessing services. Gulliford et al. 
(2002) argues that access must be measured through four dimensions of access 1) 
service availability 2) utilisation of services and barriers to access 3) relevance, 
effectiveness and access and 4) equity and access. While looking at access from 
four dimensions it is useful for analysing barriers to care initial indicators that could 
highlight that there was a problem in the first instance might be more useful when 
considering performance indicators.  
Alternatively, Hibbert, Hannafor, Plumb, & Braithwaite (2013) reports in relation to 
performance indicators that access to services to be defined by type of service 
compared to patient need. Since providing an alternative to hospital admission and 
facilitating early discharge is a function of a day hospital (Kallert et al., 2004) then 
access that is given at the right time, that is at the stage of possible inpatient 
admission or prior to inpatient discharge is a vital measure of a functioning day 
hospital. Government of Ontario (2012. P.10) defines timely access as care that is 
delivered in the “right care, right time, right place”.  
 
 
2.4 Implications for the project 
Application of the mental health day hospital KPI must be considered with the 
organisational values and goals in mind to help determine its usefulness to quality 
improvement efforts. When reviewing the literature for measures of readmission 
there seems to be two themes, 30-day readmission and the number of readmission 
within a year. The literature around 30-day readmission rates was mainly sourced 
from inpatient hospital care which makes its application to mental health day hospital 
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questionable. Though with evidence suggesting that approaches can be taken to 
prevent readmission such as assertive outreach measuring rates of readmission 
does have worth. 
Measuring rates of readmission seems counterintuitive to KPI’s guidance in this 
case. KPI’s are supposed to measure what is under organisational control and 
unless mental health day hospitals have ability to have assertive outreach 
approaches measuring rate of readmission would not be supported by the KPI 
implementation literature. Careful consideration by key stakeholders will need to be 
part of the implementation of KPIs at organisational level. Building KPIs around local 
managers need will only strengthen the usefulness of KPIs to the organisation 
(Carrick, H. Purcell, R. Byrne, 2013). 
Furthermore, the use of KPIs does come with warnings. The National Health Service 
(NHS) in the United Kingdom has been using KPI’s for almost two decades. The 
NHS has learnt valuable lessons regarding the adverse effects of KPI 
implementation and use. Mannion & Braithwaite (2012) demonstrated twenty pitfalls 
to be considered such as balancing the cost of creating and collecting KPIs against 
the potential impact. Increasing awareness of the pitfalls associated with KPI’s could 
be usefulness to service managers at the planning and implementation stage KPI 
introduction. 
 
 
2.4 Conclusion 
While the HSE makes incremental improvements with the introduction of the national 
framework of accountability incorporating performance agreements with plans for 
developing more performance indicators a gap remains currently in measuring 
performance and quality within mental health day hospital services. Mental health 
area management teams (MHAMT) across the country are responsible for effective 
running of mental health day hospitals. According to HSE guidance document the 
MHAMT has five functions one of which is to “plan goals, indicators and targets, 
which performance can be measured.” (HSE, 2012, P.49).  In the absence of KPI’s 
for day hospital services the area management team will not be able to meet one of 
its core functions. With no current analysis of the day hospital mental health 
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services, there is a lessened ability to have informed planning and to make 
operational decisions, with no measurement there can be no management (Spath, 
2009). 
 A set of KPIs are required to highlight board differences rather than precise rankings 
between day hospital service provision. While each performance indicator sheds a 
light on an aspect of day hospital functioning on its own, it is a poor measurement of 
overall functioning of service and needs to be viewed in the context of a set of KPIs. 
The literature identifies fours areas for mental day hospital performance review.  All 
four areas need to be viewed together and are interlaced with each for an overall 
health status or performance status of a day hospital. Going forward the 
implementation group needs to cognisant not only of the areas of day hospital 
performance review but also cognisant of how they to be used.  
The evidence base for the literature review has come from varied back ground 
across both mental health and general medicine settings. In other to give the KPIs 
relevance to the mental health day hospital context interpretation and discussion 
from local expertise will be needed. 
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3 Change 
 
 
3.1 Introduction 
This chapter will detail the main approaches to organisational change that were 
considered. A rationale will be put forward for the use of the HSE change model 
(Health Service Executive, 2008). Using said model, a descriptive account on the 
use of the HSE change model will be reported and how the Plan Do Check and 
Adjust (PDCA) model was used to implement KPI’s within two mental health day 
hospitals.  
The chapter will detail how the KPI was mainstreamed into the rest of organisation 
and how evaluation was used to increase belief in the idea the KPI could scaled-up 
and amended to work in other areas of the organisation. Finally, a last minute 
request from management will be discussed as problematic though a solution was 
proposed and enacted to amendment to enable the KPI project to be viable and 
sustainable going forward. 
 
 
3.2 Critical review of approaches to organisational development  
Different authors have emphasized many different values and assumptions that have 
been determined to be useful to organisational development. According to 
Cummings and Worley (2009) organisational development is “a systematic 
application and transfer of behavioural science knowledge to the planned 
development, improvement, and reinforcement of the strategies, structures and 
process that lead to organisational effectiveness” (P.1).  Berwick (1996) said 
organisational change does not always mean improvement and states the “central 
law of improvement: every system is perfectly designed to achieve the results it 
achieves” (P.619).  
Several models of change management have emerged from useful traits of 
organisational development. One of the first models of change management came 
from Kurt Lewin and his three-step model to change unfreezing, moving and 
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refreezing. Lewin developed his theory from the insight of working to change the 
behaviour of social groups.  Lewin highlighted the need to work with groups in 
changing the status quo and opening up the groups mind to the need for change in 
the first instance. Identifying the need for change and directing this movement 
through cycles of action and reflection led a group of people to a change in 
behaviour. Once the change occurred Lewin reinforces the importance of making the 
change lasting by refreezing the change in behaviour. In order for the change in 
behaviour to be sustainable the change must be appropriate to context or useful to 
organisation or otherwise people would revert to their previous states of behaviour 
(Burnes, 2004). 
Other models of organisation change have replicated and built upon some of Lewis’ 
work. Kotter model of organisational change involves eight stages of change (Kotter, 
1998). 1) Establishing a sense of urgency. 2) Form a powerful guiding collation 3) 
create a vision 4) communicate the vision. 5) Empower others to act on the vision. 6) 
Plan for and create short term wins. 7) Consolidate improvements and produce still 
more change. 8) Institutionalise new approaches. 
 
 
3.3 Rationale for change model 
Mental health day hospitals are funded directly by the HSE or indirectly by the HSE 
through local service agreements with section 38 voluntary organisations. Therefore, 
to increase the ease at which the change can be communicated and applied to other 
day hospitals it would be sensible to use language that is universally known and 
promoted within the HSE when it comes to change such as used with the HSE 
change model. The HSE change model is adapted from Kotter eight stage change 
model and there is a proven evidence based approach to change. 
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3.4 HSE Change Model 
 
 
3.4.1 Initiation 
 
3.4.1.1 An idea is born 
The economic down turn forced the Irish healthcare system to look at the services 
with a cost reduction focus. Adopting a reductionist approach to cost containment 
has helped meet budgetary constraints. Determining which services to reduce or 
close was not an easy task, and some of the decisions ran the risk of reducing 
quality as opposed to reducing wastage. An image of the baby being thrown out with 
the bath water comes to mind, though this is an overly simplified image. Attempting 
to throw out the dirty water from a bath of water would be a more astute analogy. 
Deciding which services to reduce became all the more complicated without service 
wide information that was accurate, up to date and reliable.  
As a result of the economic down turn a desire has risen from local service 
managers to have the right measurements that can be used to make informed 
decisions regarding operational matters. It is envisaged that with key performance 
indicators, services that are performing to a good standard can be protected while at 
the same time identifying gaps with service provision that may need further analysis. 
The lessons learnt from the down turn in the economy have become a driver for 
change in the mind-set of many service providers which was the basis for this quality 
initiative.   
 
3.4.1.2 Selling an idea/Gaining senior management buy in 
In order to gain buy in for the quality initiative it was important to gain support from 
the organisational decision makers. Involving the senior managers from the 
beginning is useful for many reasons. Identifying the key stakeholders was achieved 
through a stakeholder analyses (see appendix one). Gaining senior management 
buy in was achieved through a serious of one to one on meetings with the most 
influential key stakeholders. The most influential key stakeholders are seen to be of 
high importance in the organisational structure in terms of authority combined with a 
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high degree of influence within the organisation. An executive project management 
plan was presented to the stakeholders for discussion. The meetings focused on 
aligning the proposed project with strategic organisational goals, the external values 
of mental health service regulators, consumers and the resource commitment 
required to achieve the quality initiative within the timeframe given.  
 
3.4.1.3 Aligning Idea with organisational strategic goals 
The meeting started with a presentation on how the KPI’s proposal connected in with 
the values of our consumers and regulators (see appendix seven). The themes that 
emerged from these meetings was that the area of measuring activity within the 
organisation was recognised as problematic. Each unit manager within the 
organisation was measuring their respective areas differently which made 
comparisons across the organisations difficult. The main area of concern was the 
busiest unit, the acute psychiatric inpatient unit. Some of the senior’s managers 
wanted the proposed KPI development to focus on this unit as opposed to the two-
day hospital units. It was eventually agreed to stay with the focus on day hospital 
units with the assurance that the learning gained from developing KPI’s could be 
later applied to other units such as the inpatient unit. In addition, the day hospital 
would have similar KPI’s to the inpatient unit and therefore the KPI could also be 
directly used to measure some of the inpatient activities. The idea of applying the 
learnt skill of creating and implementation KPI’s was strengthen further with the 
additional add on that the skills would at some point be applied to the community 
adolescent mental services (CAMHS).  
Combining the hospital values of learning with the strategic goal of improving the 
measuring system within the organisations were the fundamental arguments that 
won over the key stakeholders and vital to gaining their commitment. Once buy in 
was reached a formal meeting occurred with the director of nursing were the 
permission and sponsorship form was signed allowing the project to go ahead. It was 
agreed that the organisational name would remain confidential until the completed 
project was presented to the senior management team for consideration before it 
was released to outside the organisations. 
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Their commitment not only came in moral support but in firm numbers, the 
management team agreed to allow access to the day hospitals unit structure and 
staffing. A room was secured for regular meetings and three staff members were 
allowed to commit their time to developing and implementing the KPIs within their 
respective units. These three staff formed the implementation group with the author 
chairing the group. 
 
3.4.1.4 Implementation group 
According to Ferlie & Shortell (2001) when planning change there can be many 
considerations of how to approach the change project, though they purported that 
there are four areas that needed to be considered for any lasting change to be 
successful, 1) individual, 2) group 3) organisation and 4) larger system/environment. 
This is called the multi-layer approach to change. Involving participants from many 
layers of the organisation can help promote ownership of the change at many levels.  
When considering which staff should participate in the implementation group and 
incorporating the multi-layer approach, it was decided to involve as many nursing 
grades as possible and with this mind, a Clinical Nurse Manager 3 (CNM3), CNM 2 
and a CNM 1 were approached to join the group. All the grades had experiences or 
were linked to the adolescent and adult mental health day hospitals. While, 
consideration was given to inviting an Assistant Director of Nursing (ADoN) from the 
senior manager group, it was thought that they would not have the capacity, or 
interest to take on the work (Trent & Chavis, 2009). A communication strategy was 
drawn up to enable effective communication between the layers of the organisations 
(see appendix One). The respective line managers of implementation group 
members were consulted and agreement was reached that the identified staff could 
attend the implementation group within their working hours. The agreed time 
allocated per staff was for two hours per meeting within a set of six planned 
meetings.  
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3.4.2. Planning 
 
3.4.2.1 Disseminating the idea and assessing organisational readiness for 
change 
Having senior management buy-in and support for the proposal was useful though it 
remained necessary to present the proposal to the implementation group and to 
determine if the organisation was ready for change. This was partially achieved with 
a small presentation using a briefing document that outlined the proposal and 
envisaged milestones to be achieved (see appendix three for the Gantt chart). 
Following the presentation, a discussion occurred with the implementation group 
regarding the readiness for change the discussion was focused around the 
‘assessing the readiness and capacity for change assessment template’ (see 
appendix two) provided by the HSE change model hub.  On the basis of this initial 
meeting it was clear that organisational culture was ready and willing to engage with 
the planned change. 
 
3.4.2.2 Creating a vision 
In order to progress the work a vision was created that foreseen the day hospital 
have four KPI’s that were comparable, the vision included KPI’s which could also be 
scaled up to be applied to multiple areas across an organisation. 
The idea of creating KPI’s is intangible and therefore could be difficult to grasp. In 
order to picture the change an analogy was made between KPI’s and the dash board 
of a car. If you think about your car and think about driving down the road in order to 
determine if you’re driving safely a dashboard with multiple indicators will display 
how your car is doing. The dashboard will display water levels, heat of the engine, 
speed, and miles driven since last service. Similarly, KPI’s are used to give 
dashboard measurements of the performance of your unit. They don’t tell you want is 
wrong but they do indicate if there is a problem. So the aim is to define the 
measurements of a day hospital in order to assess if it’s performing the way it 
should. 
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3.4.2.3 Connecting values to vision 
Once a vision was created with a working philosophy a plan of action was detailed 
and time-lined agreed and displayed using a Gantt chart.  The previously mentioned 
agreed values that connected with consumers and vendors were discussed. The 
implementation group did not agree with adopting the values in their entirety.  They 
felt that the KPI area of measurement that required the collection of patient 
outcomes measure was not feasible. The group acknowledged the evidence basis 
did support the use of patient outcome measures as a KPI.  Although as the patient 
measures were not currently being used in practise the time it would take to train all 
the staff at the day hospital to use them would be a project in itself. The 
implementation group proposed the ‘outcome measure’ KPI be replaced with a 
‘discharged to inpatient’ KPI. The implementation group were of the opinion that 
keeping people out of hospital was a core function of a mental health day hospital. 
Therefore, discharges from day hospital to inpatient should be an area of 
measurement. The values were agreed and it was decided that a review of the 
evidence based literature was required. Using a search strategy based on 
vocabulary provided by the values and the areas of measurement a literature review 
was produced by the author and used as a basis for discussion at the 
implementation group meetings. 
 
 
3.4.2.4 Quality framework  
An agreement was made that all members of the implementation team would make 
incremental changes towards this vision. A quality improvement philosophy called 
continuous quality improvement (CQI) was agreed (Ovretveit, 2003). CQI is where 
staff within the organisation takes a view to continuously day by day take small but 
meaningful steps towards improving the service they are responsible for. It is 
believed by taking this emergent approach to service development and embracing a 
bottom up approach those that are closest to the process will be  better placed to 
lead the changes that there required (McAuliffe & Van Vaerenbergh, 2006). It was 
also agreed that senior management buy in was useful and that their commitment 
would be later required to sign off and mainstream the KPI’s across the organisation 
31 
 
so it was it was acknowledged that this what not truly a CQI philosophy but rather 
CQI with a bit of total quality management (TQM).  
 
 
3.4.2.5 PDCA cycles 
Furthermore, in order to plan the work a model of change called Plan Do Check and 
Adjust (PDCA) was agreed (Langley et al., 2009). It was planned that there would be 
four to six cycles where the implementation team would make a plan, follow the plan 
(do), check in at the next meeting then make refinements to the plan for next time 
(adjust) and then repeat the process until the plan was finished.  
The PDCA cycles followed the same format at each of the four cycles. Following a 
discussion of the key points identified in the literature review a 1) plan was made to 
complete the KPI HIQA guideline template, 2) once the template was completed 
(do), the template was 3) checked against HIQA criteria (discussed in more detail 
under implementation) and the template was then adjusted until the implementation 
group was satisfied with the outcome. 
 
 
3.4.2.6 Risk Management strategy 
There were four areas of risk identified. One of the risk identified was from senior 
management, their concern was that the CNM 2’s at the day hospital may not want 
to engage with the project as they are already under pressure to provide a service 
with limited resources. Management felt without CNM 2 engagement and 
commitment that the planned change would not succeed. This risk was presented to 
the CNM 2’s on the implementation group who agreed they could manage this risk 
but established that it was risk. The main strategy for managing the risk was to 
complete the work as a group. With a group, the managers would be able to pool 
their resources and rely on each other to complete the work even if one manager 
had to pull out in the future.  In addition, the implementation group added three more 
risks (see appendix four for full details).  
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3.4.3 Implementation 
Implementation was completed using the four PDCA (Plan, do, check, adjust) cycles 
where the literature was used to generate the planning part of the cycle. The 
literature was explored, and five themes emerged. As each of the themes emerged 
they were brought back to the implementation group and the findings were 
discussed. As the themes were discussed and progressed, there was a need to go 
back to the literature from time to time to clarify points. The PDCA was a useful tool 
in managing these discussions and actions. 
PDCA One- Theme one that emerged from the literature was how to best to 
implement the KPI’s which was brought back to the implementation group for 
discussion.  The literature highlighted the importance of viewing the KPI’s like a set 
and not individually. While each performance indicator sheds light on an aspect of 
the day hospital functioning, on its own it is a poor measurement of the overall 
functioning of service. All four areas need to be viewed together as they are 
intertwined with each other for an overall health status or performance status of a 
day hospital. The literature highlighted the importance of the KPI’s to being linked 
with the strategic organisational goals and values which were previously agreed at 
the briefing meeting. The implementation group agreed to keep these points in mind 
while preparing the KPI’s. Also, the literature review highlighted two vital documents. 
Firstly, the HIQA criteria for KPI usefulness gave twelve questions to check the KPIs 
against (see appendix six).  The implementation group agreed to use these 
questions after each KPI was defined and then adjust and redo the definition and 
template until the questions were in favour of the KPI usefulness. Secondly, twenty 
pitfalls for KPI were highlighted through the literature (See appendix fourteen). It was 
decided rather than checking each of the KPIs developed against each of the twenty 
pitfalls that each member of implementation group would read and familiarize 
themselves with the twenty pitfalls and therefore becoming increasingly mindful of 
what not to do when developing the KPI’s. 
It was agreed that before the next meeting that the author would research the 
literature on the performance measurements themes and have ready for the next 
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PDCA cycle, it was agreed that the implementation group would read over the twenty 
pitfalls relating to the implementation and use of KPI’s. 
PDCA Two- At the start of the meeting the implementation group checked in that the 
plan was completed. Once confirmed the literature search findings were presented. 
From the literature review, theme two, of timely-access was discussed. The notion of 
access being timely, as in treatment at the right time in the right place was pondered. 
It was clear that the two day hospitals function with different levels of accessibility 
that have evolved over time in response to patient need. This was apparent as one-
day hospital could be accessible within one day from accepted referral and the other 
within one week.  It was agreed that measuring accessibility within one day was too 
sensitive and that measuring within one week was not sensitive enough. It was 
decided that measuring over a period of three days was just right.  Once the group 
agreed the notion the KPI template was completed, it was checked against HIQA 
criteria and refined until the implementation group was satisfied (see appendix eight). 
Theme three from the literature review was also discussed. The literature review 
supported the basis for using readmission to the day hospital as a KPI. The literature 
showed evidence of readmission rates being used in a wide variety of healthcare 
settings. The literature suggests that the cause of readmission has multiple reasons 
such as not enough community supports or discharging too early. Readmissions that 
occur within 30 days of discharge indicate further analysis of the inpatient treatment 
is required. The implementation group did not want to embrace the 30-day 
readmission measurement believing that readmission within 30 days was too rare of 
an occurrence and would rather measure the rate of readmission as a percentage of 
all discharges. The literature did support measuring rate of readmission in this 
manner though it would be a better performance indicator for community care as 
opposed to hospital care. By choosing to measure readmission as a percentage of 
discharges rather than numbers of readmission within 30 days, the implementation 
group was purposely measuring the community services for effectiveness.  This was 
against the guidance that managers should only measure what was under their 
control to change (Giuffrida, Gravelle, & Roland, 1999).  It was argued that 
measuring readmission rates that could highlight a lack of community support would 
push for further analysis by both community services and day hospital to prevent 
readmission. This rationale was not found within the literature though was astute in 
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its case and highlighted the importance of involving local managers in designing their 
own KPIs which is supported by the literature.  Once the group agreed the notion the 
HIQA KPI template was completed checked against HIQA criteria and refined until 
the implementation group was satisfied (see Appendix Nine). 
PDCA three- Theme four, length of stay (LOS) and the associated literature was 
discussed. LOS has been around a long time and has its fair share of criticism to the 
extent that the national Australian health care authority have concluded that it can’t 
be used as a measure of performance in terms of good and bad. The criticism is 
mainly aimed at LOS as calculated by average and median lengths of stay. The HRB 
reported LOS broken down into the percentage of patients that stay longer than set 
amounts of time such as one week, one month and three months. The 
implementation group discussed the need to be recovery focused. The 
implementation group felt one aspect of recovery was helping the patient reach their 
optimal level of functioning through integration with the community.  This could only 
be achieved after acute episode of care has passed. There was supportive literature 
suggestion that acute care was on average 30 days long. Therefore, keeping within 
mental health day hospitals focused on acute care the majority of the patient should 
be spending less than 30 days in the day hospital. Once the group agreed the notion 
the HIAQ KPI template was completed checked against HIQA criteria and refined 
until the implementation group was satisfied (see Appendix 10). 
PDCA four- Once the KPI template was completed for the four areas of performance 
measurement, the implementation group attention turned toward collecting the data. 
The implementation group felt the current data collection system at the day hospital 
would be able with some small modification be able to be capture and produce the 
required information. It was planned to approach the information technology 
department to have the modifications enacted. However, an unforeseen financial 
windfall had allowed for extra monies to be made available to update all hardware 
and software packages within the organisations. The information technology 
department no longer felt it was reasonable to spend time modifying the current 
software system when a new one would be purchased in the next couple of months.  
It was agreed the KPI data requirements would be taken into consideration when the 
new software packages were purchased. To manage this unforeseen delay in 
modifying the data collection system an excel sheet (appendix 12) was used to 
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collect the data at the two mental health day hospitals. The CNM 2 from the 
implementation group collected the data themselves. Once the data was collected 
the author displayed information in a small report to the implementation, the report 
as approved and sent to senior management.  
 
3.4.4 Mainstreaming 
 
3.4.4.1 Evaluation and learning 
Initiating, planning and implementing change can be a difficult task and does not 
always run smoothly. To improve and refine the change process, it is important to 
identify the learning from the change experience. Identifying the learning can help 
improve the process of change. While it is beyond this change initiative to scale up 
the KPI’s beyond the planned two mental health day hospitals capturing the learning 
would have benefits later on if it is decided that the KPI’s should be brought to other 
units within the organisation. To capture the learning, members of the 
implementation group, as a group, completed an evaluation questionnaire (see 
Appendix fifteen). The results of which will be discussed in the evaluation chapter of 
this dissertation.  
 
3.4.4.2 Gaining belief in the idea 
Furthermore, in addition to capturing the learning, testing the quality initiative for 
successes can help gain belief in the idea which will contribute to both sustainability 
and transferability of the change to other areas. The monthly data collection sheet 
was completed and a subsequent dashboard report (see appendix sixteen) was 
given to the senior managers within SVHF for consideration, they were asked to fill in 
the adapted HIQA questionnaire (see appendix eleven) to evaluate the KPI’s and the 
displayed information. This completed the testing phase of the KPI’s. Management 
approved the KPIs’ and requested that the author work with the administrative office 
to establish the data collection via the data collection excel sheet. 
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3.4.4.3 Make it the way we do business 
Involving the administrative staff in data collection was a new request. Traditionally 
the clinical nurse managers of the mental health day hospital overseen data 
collection and produced the reports from their respect units. If it was foreseen that 
the new proposed hardware and software changes would lead to new work 
practices, then the administrative personnel would have been asked to attend the 
implementation group from the start. Bringing new staff into the implementation 
process almost at its completion could have delayed the mainstreaming of the 
project.  
A briefing meeting was held with the administration staff to bring them up to speed 
with the work to date. The KPI’s templates with the four KPI’s, data collection sheet 
given and a fact sheet on the pitfalls (appendix fourteen) relating to the KPI’s was 
provided for consideration.  
The administrative staff was delighted that the new excel sheet trimmed down the 
duties concerning to data collection which was a new and daunting role that they 
were taking on. The administrative staff agreed to take over the data collection and 
reporting on piloted basis and will continue to liaise with the author for support 
regarding and any refinements required. Permission was given to use the KPI’s 
outside of the mental health day hospital setting, and an agreement was made the 
excel sheet could be modified to suit other units within the organisation.  
It was decided to sit formally down and review the KPI’s in September 2016, six 
months after the implementation of the KPI’s. It was agreed that the data collected 
and subsequent reports would not be circulated outside of the senior management 
group before the September review when final refinements would be considered and 
therefore ending the pilot phase. 
 
3.5 Summary and Conclusions 
Initially, when the idea of bringing KPIs into SVHF was born the organisation 
employed the author. Prior to commencement of the project, the author left the 
organisation. This career move delayed the starting of the project, as permissions 
needed to be gained to work as an offset facilitator for the internal quality initiative.  
The additional time available was used to develop briefing documents and to meet 
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with senior management to plan and gain buy in.  Retrospectively the extra time put 
into planning and discussion from the outset expedited the implementation at later 
stages. Having senior management buy in from the start was useful in gaining further 
commitment from other departments within the organisations such as IT, 
administration and frontline manager’s support. 
With a delayed launch the timeframe for completion was tight. This had an impact on 
discussion and debate. At times, there was a fine line between balancing the need to 
cover the relevant points and forging ahead to ensure outcomes were achieved. This 
was evident at the first implementation meeting when the implementation group did 
not want to accept one of the areas of measurement that senior managers wanted to 
measure. With time limited it was tempting to push ahead, though, retrospectively 
bringing the concerns of the implementation group back to the senior managers was 
time well spent.  As changing the areas as requested fostered partnership with the 
author and ownership of the project within the group. This partnership and ownership 
probably saved more time than arguing every point with them. 
Finally, as the KPI’s were completed and data collected the implementation was 
complete. However, as agreed with the senior management prior to the 
commencement of the project, the KPIs would be handed back to senior 
management for final approval. The author thought this was the last step, though 
before approval the senior management group changed the goal posts and 
requested that the administrative department is brought into the process of data 
collection and report aggregation.  A lesson could be learnt is that additional time 
needs to be put into Gantt chart for unforeseen events or last minute requests from 
the management team.  
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4 Evaluation  
 
 
4.1 Introduction  
According to Parry et el (2013) improvement projects can be broken down into three 
phases 1) innovation, 2) testing and 3) scale and spread. Firstly, the innovation 
phase aim is to generate an idea or new model of care with some evidence that it 
works in a small number of settings. The testing phase aim is to engage an 
organisation with already established ideas that can or could work with some 
tailoring to the organisational context. Thirdly, the scale-up and spread phase is 
when a proven idea or model of care that has worked in a significant number of 
settings is to be adopted by an organisation. 
The KPI project undertaken here was in the testing phase of an improvement 
initiative. The author took a well-established idea of KPI that worked in many settings 
and attempted to get the organisation to engage with the idea within its own context. 
As the usage of KPI’s is a well-established idea in multiple contexts the project could 
have fallen into the scale-up and spread phase except there is a lack of evidence 
that supports the usage of KPIs in the mental health day hospital setting. Due to the 
lack of evidence the amended KPIs needed to be tested and evaluated before the 
idea could be scaled-up and spread. 
 
 
4.2 Significance of Healthcare Evaluation  
To survive and succeed in a forever changing healthcare system a method of 
evaluating one’s improvements projects is required. Capturing what was good, what 
can be learnt and improved upon is vital for refining and bettering the organisational 
responsiveness to consumer needs. Dutta & Crossan (2005)described this process 
as ‘strategic renewal’ and proposed a framework based on 4I’s 1) Intuition, 2) 
Interpreting, 3) Integrating and 4) Institutionalizing to understand organisational 
learning. The 4I’s framework provides an innovative breakdown of organisational 
learning it does not go far enough to conceptualizing how to capture learning across 
the organisation. According to McAuliffe & Van Vaerenbergh, (2006) the best 
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solution to certain problems will come from those closest to the problem. Therefore, 
capturing the views of the people involved in the quality initiative is vital for capturing 
the potential organisational learning.  
Peschl (2007) says three types of learning that can occur within the organisational 
setting. Single loop learning is new knowledge and competency that has been 
gained from a problem or experiences that have no effect on the organisation polices 
or behaviours.  Double-loop learning occurs when knowledge is redesigned or 
adapted to the current situation which changes how the organisation does business. 
Triple loop learning is when a new idea, process, and structure is created and 
applied to the organisation. This usually involves a deeper level of reflection that 
changes core beliefs and assumptions about how the organisation operates. The 
Peschl (2007) model of single loop and double learning gives a model of evaluation 
that meets the two aims of this paper. 
 
4.3.1 Aims  
To determine if organisational learning occurred at the single loop, double loop or 
both models of learning. 
 Evaluate the Clinical Nurse Managers at the day hospital perspectives on the 
process of implementation of the KPIs. 
 Evaluate through a questionnaire the belief in the usefulness of the KPIs to 
SVHF senior management team as identified by the key stakeholder analysis 
(see Appendix 2). 
 
4.3.2 Methods & Measures  
 
It is theorised that the KPI initiative remains in either the single loop, double loop or 
both learning models. In order evaluate whether double loop learning or single loop 
learning has occurred two questions need to be answered. ‘Are we doing things 
right?’ is associated with single loop learning. ‘Are we doing the right things?’ is 
linked with double loop learning. 
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4.3.2.1 Are we doing things right? 
Firstly, are we doing things right? When using the HSE change model to implement 
change, there is the potential for new knowledge to occur for the participants 
involved. Evaluating members of the implementation group on how the change 
process went may capture new knowledge that maybe useful in scaling up the 
change. The captured knowledge may not fundamental change processes of HSE 
change model though useful in improving how one may use the HSE change model 
in different contexts. The learnt knowledge, in this case, can help participants 
become more proficient in using the already established organisational process, in 
this case the HSE change mode. To evaluate this area, the ‘Evaluating the change 
process semi-structured questionnaire’ adopted from the HSE model (see appendix 
fifteen) was completed by the implementation group as a group. 
 
4.3.2.2 Are we doing the right things? 
Secondly, are we doing the right things? In order to establish if the KPIs could be 
amended to work within the mental health day hospital setting the degree of belief in 
the idea needed to be evaluated. To establish whether senior managers within the 
organisation believed that the KPI’s amended to day hospital context was useful a 
quantitative questionnaire adapted from the HIQA KPI guidelines was used. The 
results of which would help answer was the KPIs useful and applicable to context 
and possible future contexts. 
 
4.3.3 Results  
 
 
4.3.3.1 Process of change results 
Using the semi-structure questionnaire (appendix fifteen) the implementation group 
reflected on the process of using the HSE change model. A brainstorming exercise 
(Meadow & Parnes, 1959) was used to generate responses to the questions 
provided. The following words are capture by the brainstorming exercise displayed in 
fig 1.  
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Fig 1. 
 
Following the brainstorming exercise, the group through discussion extracted the 
following themes which are displayed in the table below. 
 
Theme 
1. 
Sense of achievement as what was aimed for was achieved. No 
issues with HSE change model.  
 
Theme 
2. 
What happed next? Once the implementation was completed little 
information was given and a sense of abandonment. 
 
Theme 
3. 
More time is required discussion around PDCA, and CQI was rushed and 
forgotten quickly. 
 
Theme 
4. 
Being able to change the plans was useful; as at the start it all seemed 
liked it was bit of ‘railroad job’ and ‘pressure’ was felt 
 
Table 1. 
 
The results demonstrated satisfaction with the HSE change model as it helped 
achieve the aims. The themes evolved around the process of using the HSE change 
model on what was useful and not so useful. The group felt the ‘pressure’ from the 
beginning with the detailed level of planning that was presented at the briefing 
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meeting. With timelines, values and communication strategies on the agenda, the 
group felt that little decisions were left for them to contribute too.  
The group found the ability to make decisions by consent and agreement helpful in 
creating ownership of the project. The group identified terminology such as 
continuous quality improvement as uninspiring though felt the PDCA model was a 
useful way of completing the work at hand. The group was unanimous in the in 
agreeing that there was not enough allocated time to the project which was 
particularly felt in the data collection stage of the KPI.  
The group felt that once the implementation group completed the KPIs that a follow-
up meeting to discuss the findings of the KPI would have been worthwhile. There 
was a sense of loss and abandonment once the group finished which was 
exacerbated by the senior management decision to have the administration staffs 
follow up on data collection and report aggregation. The disbanded implementation 
group felt a loss in motivation towards sustaining the change. 
 
 
4.3.3.2 Belief in Usefulness of the KPI to context 
Below are the results of the Likert scale displayed using a bar chart. The results 
demonstrated a high degree of belief in the KPIs as applied to the mental health day 
hospital and the perceived usefulness in the KPI’s to the overall organisation 
wellbeing. The results indicated that the senior managers believe that the KPIs could 
be amended and used in other areas within the organisations. The managers 
showed that they would use the KPIs with their decision making and therefore 
proves that the project will have an organisational impact. To examine the extent of 
the impact, a more longitudinal survey will be required. 
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Fig 2 
4.3.4 Dissemination Plan  
 
The results of the questionnaire are to be fed back to the senior management group 
at the assistant director of nursing (ADON) meeting at the beginning of May. The key 
performance indicators will remain on the agenda for ADON meeting until the formal 
review of the extended pilot phase takes place in September. The formal review is 
planned when the six months of data collection at the day hospitals and potential 
other units take place.  
A presentation on key performance indicators, their implementation and key 
organisational learning from the project is planned for the academic week in 
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Do the KPI’s measure what it is supposed to measure?
Does the measure provide consistent measure?
Is the KPI supported by scientific evidence or consensus
of experts?
Are the KPI acceptable?
Is it possible to collect the required data and is it worth
the resources?
Are small changes reflected in the results?
Does the KPI actually capture changes that occur in the
service for which the measure is intended?
Can useful decisions can be made from the KPI?
Do we have a set of KPI’s that measure different aspects 
of the service? 
Do you believe the KPI will have positive impact?
Will an undue focus on the KPI lead to potential adverse
effects on other aspects of quality and safety?
Can the KPI be amended to work in other areas of the
organisation?
Strongly Disagree
Disagree
Undecided
Agree
Stronlgly agree
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November.  A poster was created to be displayed at the mental health day hospital 
to inform staff of the ongoing project. 
The project will not be submitted for publication until the six-month review takes 
place and the ongoing data collection and aggregation of the report will remain privy 
to the senior management group for consideration until final refinements are made. 
4.4 Summary and Conclusion  
The KPI project was evaluated by the implementation group which demonstrated 
that single loop learning occurred for the participants involved. The knowledge 
generated will be disseminated via poster presentation and business report to the 
wider organisation group. The captured knowledge will be used to improve the use of 
the HSE change model without the affecting the process of the change model itself. 
The results from the brainstorming exercise showed that the implementation group 
was pleased with its achievement though felt there were areas for improvement 
when using the HSE change model in the future. More consideration needs to be 
given to involving the implementation group at the planning stage to increase 
ownership and also more consideration needs to be given to how groups are 
disbanded to help encourage sustainability. 
In addition to single loop learning occurring, double loop learning was also 
demonstrated in a small way.  The amended idea of using KPI in the mental health 
day hospital received strong validation from the senior management group. The 
belief that the KPI can be amended and used in the mental health day hospital 
setting strengthens the belief in the idea that KPI can be amended and implemented 
within other areas of the organisation.  
Using the information provided by the KPI in organizational decision making, along 
with changes to data collection and aggregation of reporting practices indicates that 
the amended notion of KPI has had an organizational impact and therefore could be 
classed as double looping learning. Nevertheless, a more longitudinal evaluation 
would be required to add strength to these findings.  Such belief can be used to 
scale-up the KPI implementation though situational context will need to be 
considered. Amending the KPI to other areas will benefit from the captured 
knowledge gained from the implementation group who utilised the HSE change 
model. 
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5 Discussion & Conclusions  
 
5.1 Introduction  
The quality initiative to establish a set of KPIs to mental health setting was 
completed. The organisational learning was captured in two parts. Firstly, learning 
was gained by the use of the HSE change model and secondly, the amending of KPI 
idea to suit context resulted in a change in the organisational practice. The increased 
degree of belief in the idea of KPI demonstrates that learning occurred. From the 
captured data learning recommendations and impacts can be detailed below. 
 
5.2 Project Impact  
The high degree of belief in the idea as demonstrated in the senior management 
evaluation. The commitment to continue the pilot stage with administrative staff and 
notions of amending the KPIs to different units show that the idea of KPI’s has 
become part of the organisational system. This is reinforced by having the KPIs 
monthly data collection numbers permanently on the ADON agenda for next six 
months. 
The KPIs are present in the form of data collection systems on the units, and the 
ongoing aggregation of the data will be assembled into an annual report. As the 
project is at such an early stage, there is little evidence to date that the current set of 
KPIs can be said to contribute significantly to the organisational system (Parry, 
Carson-Stevens, Luff, McPherson, & Goldmann, 2013). There was minimal impact 
caught in the evaluation or implementation group feedback. The KPI did not have a 
negative, and the positive impact can be said to be related to increased awareness 
of KPIs, experimental learning from using the HSE change model and increased the 
ability to make an informed decision as deemed by the senior manager survey. 
As the KPI continue to become part of the ADON management agenda and are 
embedded into organisational conversations, it is conceived that the KPIs will 
become more influential and the impact more tangible over time. The expected 
benefits include; 
 Ease of access, understanding when viewing data. 
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 Increased ability to be accountable for the service they govern. 
 Increased ability to project quality and at the same time identify areas that 
require further analysis. 
 Clearer ability communicates across the organisation. 
 Strong possibility for expansion. 
 Builds upon the organisational reputation for quality and excellence. 
 
5.2.1 Practice  
In practice, the KPIs will remain on the assistant director of nursing agenda for 
discussion on a weekly basis for next six months then a formal review when final 
refinements will be made. The data collected and aggregated into monthly reports 
will remain privy to the senior management group. Though the evaluations for the 
senior management group showed a high degree of belief in the idea and high 
degree of belief that the information gathered will be used to make informed 
decisions regarding operational matters until the final review and extended pilot 
period has been completed the usefulness of the KPI in practice will remain 
ambiguous. Though as KPI are amended and applied to difference contexts (units) 
within organisations degree of belief will remain and expand.  
The data collection and lead person for the KPI implementation over the next six 
months has been transferred to the administrative officer. The administrative officer 
was not part of the implementation group and not involved in designing the data 
collection tool or the KPI templates. While a briefing meeting showed promise of 
early buy-in and enthusiasm for taking on the project the lack of involvement from 
administrative staff in the project undermines any sense of ownership for the 
administrative staff that could have been created from the beginning.  
To manage the risk to the sustainability of the KPI’s the pilot phase has been 
extended for another six months which will allow for the administrative staff to 
influence and take control of the project and data collection procedures. Giving 
permission for the administrative staff to amend the KPI and data collection 
procedures to suit other units within the organisation will also help create a sense of 
control of over the extended project. The learning gained from the project will be 
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made available to administrative staff both from document evaluation and in the form 
of onsite support from the author on a request by request basis. 
In addition to the potential expansion of the KPI project to other units with the SVHF 
organisation and an additional request has been made from the authors line 
managers to review the feasibility of amending the project documentation and KPI 
templates to the community adolescent mental health services. The request in itself 
is evidence of change in organisational perspective that has adopted a popular idea 
in the form of KPI and amended them to suit the organisational context of mental 
health. 
 
5.2.2 Theory  
The theory proposed and that underpins the project is that KPIs can be useful to 
senior managers within an organisation to help with the informed strategic goals. The 
KPIs are useful as they were amended to suit context by local expertise in the form 
of front line managers, and any scaling up should incorporate another round of 
amending by the next front line managers, to ensure that the KPIs remain useful and 
appropriate to the context. 
 
5.3 Strengths of the project  
KPI is not a new idea, though there is gap in the literature regarding the application 
of KPIs to mental health day hospital. The amending of a well-established idea to the 
mental health context is an innovative idea that promotes the organisations skill and 
supports quality improvement efforts across the entire organisations. In today’s 
competitive healthcare business, the promoting quality initiatives that showcase the 
organisations improvements efforts is welcomed. 
Engaging in quality improvement projects helps to build skill capacity in staff which 
enables them to understand, use and apply quality and safety tools to everyday 
practice. In a business model where the majority of the resources are the employee 
developing those employees is essential to sustaining a lasting thriving business that 
can meet the changing needs of the consumers having a highly skilled staffing base 
48 
 
creates and encapsulates a sound basis for promoting a culture of innovative and 
quality.  
Healthcare managers have been criticized for being slow to incorporate evidence-
based research into their craft (Walshe & Rundall, 2001). A strength of this project 
has been the ability to use local expertise based on years of experiences working 
within a mental health day hospital and combining that expertise with the evidence-
based literature. The result is evidence-based key performance indicators that are 
relevant and practical to a local context. The debate on whether healthcare change 
management approaches should be top down, bottom up or side to side continues to 
roll on to arguments for positives and negatives on all sides (MacGuire, 1990). This 
project has demonstrated the importance of not ruling out the bottom up approach. 
By taking a national need such developing more KPI and making it a local issue 
devolves responsibility to front line staff and empowers them to take ownership of 
the services they operate. Such empowerment has been demonstrated to increase 
meaning, autonomy, impact and confidence in the change project (Laschinger, 
Finegan, & Wilk, 2001). Involving frontline staff has shown promise in problem-
solving and refine of processes for better outcomes (Tucker & Edmondson, 2001). 
 
5.4 Limitations of the project  
The strength of belief in an idea often is associated with the successful integration of 
the quality initiative into an organisational system (Parry et al., 2013). While the 
evaluations of the belief in the KPI was high there was a few areas of low belief.  
Firstly, there was a low belief in the evidence base used to create the KPI. As the 
senior managers were not involved in the review of the evidence base literature that 
formed the KPI they must rely on trust in the implementation group that the evidence 
used was sound and of a good standard. By not providing a reference to evidence 
based literature in the KPI report the quality initiative undermined its integrity and 
therefore may have affected the KPI evaluation. Selection of implementation group 
was based on a multi-layer organisational framework, taking individuals from 
different levels within the organisation. Not inviting a member of the senior 
management group on to the implementation undermines the validity and robust of 
the approach and was showed senior managers results. 
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Secondly, low belief in the KPI transferability to other units was reported. The report 
on the KPI did not include the pitfalls and guidance on how to implement the KPI unit 
by unit. The senior management group was not informed at the time of the 
evaluation that the KPI would need to continue with a process of amending to 
context unit by unit and therefore not to be transferred directly in their entirety to 
other units. As this is a continuous process of improvement the evaluation only 
captured a snapshot view of the current belief in the KPIs. If the belief in the KPI can 
be increased through refinement of the process, then the result of the quality 
initiative may be viewed in the context of time. In other words, if the KPIs has a 
strong belief now, over time the belief in KPIs can erode. It would be important to 
note then that the implementation of the KPIs must be seen as a continuous process 
that can evolve and improve over time and should never be viewed as a finalised 
project that is completed and can be walked away from. 
Thirdly, the KPI was based on two months of data collection, the introduction of the 
administrative delay and IT hardware comments prevented the data collection from 
occurring at the appropriate time, and it was planned that three months’ worth of 
data be collected and with only two being collected instead. It is important that 
evaluation occurred early in the KPIs data collection stage to identify refinements 
earlier rather later.  Although the limited amount of time given to data collection does 
not lend to the notion that the KPIs had been rigorously tested enough.  It could be 
speculated that the KPIs would have come across more difficulties had it been 
completed over a lengthier period of time.   
Finally, just because the small scale implementation was successful does not mean 
the scaling up and transferring of the KPI to other areas may work. Working on a 
small scale with an implementation group that had expertise in their respect field and 
were devoted to quality improvement does not mean that same expertise and 
devotion will exist in the next phase of scaling up. The size of the project was 
restricted to increase its feasibility due to the limited resources that were given in 
terms of time and man per hours. More resources could have been sought to 
increase the project size though bias in the author commitments to other projects. 
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5.5 Recommendations 
Sustaining the current project 
 That the administrative staffs continue to drive this project forward by working 
in a collaborative manner with the clinical nurse manager group. 
 A review at six months of the data collection takes place, in September, to 
refine the KPI target/ranges. 
 The set of KPIs will be documented in the annual nursing reports of the 
mental health day hospital on a yearly basis. 
 That KPI’s are used alongside service user feedback and incident reporting 
mechanisms to increase the measurement that makes the basis for informed 
decision making by the ADON management group. 
 KPIs are reviewed when the organisational strategic goals are discussed. 
 That a user manual on the dos and do notss of KPI usage be made available 
for referencing to all managers. 
If scale-up is enacted 
 That the appropriately allocated amount of time be given to the 
implementation group when scale-up is enacted. 
 Do not make the current set of KPI generic across the organisation, 
amending the KPI to unit context will increase the feasibility that the KPI 
quality will be successfully adopted and adapted to context. 
 Scale-up to be completed one unit at a time to allow the KPI to be amended 
to each unit context.  
 Consider inviting a service user member onto the implementation group when 
amending KPI to a new context. 
 An internal facilitator is more ideal than an off-site facilitator. 
 That scale-up be considered beyond the St. Vincent’s Hospital, Fairview and 
to encompass Dublin North City Adult Mental Health Area Management 
Team. 
 That the oversight, refinement, and reviewing of the KPIs be taken on by the 
quality and safety committee as part of an overall clinical governance system 
that feeds into the corporate management structure. 
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5.6 Summary and Conclusion  
The introduction of KPI’s to St. Vincent’s hospital management team was a proven 
idea amended to suit the mental health context. KPIs have been used in healthcare 
internationally for many decades, yet their arrival nationally has stalled as the 
economic climate took a downturn. HSE KPIs remain in use as strategic 
measurements for service development across the country yet have little meaning 
for front line managers. There have been gaps identified in mental KPI’s, and this 
quality initiative aims to help address that gap (Lora, 2013). It is envisaged that more 
KPIs will come online when the mental health service profile is completed though this 
top-down approach is slow in a mammoth organisation such as the HSE. 
Taking the established need for more KPIs and formatting a set of KPIs based on 
local manager knowledge supported by the evidence-based literature can be said to 
be a bottom up approach to service improvement.  A strength of this project is local 
managers taking the time within a small organisation and amending quality safety 
ideas and giving them relevance to their environment. Taking this time, is what 
makes this quality initiative relevant and unique as Mental health organisations are 
relatively small organisations that don’t have the resources to create their 
performance management systems (Baars, Evers, Arntz, & Merode, 2010).  Taking 
this bottom up approach demonstrates responsive regulation and devolved 
accountability is in line with several recommendations by the National Economic and 
Social Council (National Economic & Social Council, 2012).  
Establishing the KPIs on a small scale at two mental health day hospitals allowed for 
the KPI ideas to be amended to the context of the units. It is recommended that 
rather than replicating the KPIs and implementing them as standard across the entire 
organisation that each roll out of the KPIs is completed by taking one unit at a time. 
Taking such an approach will allow the KPIs to be amended to each unit context 
increasing the usefulness and therefore the belief in the idea. Increased belief in the 
quality initiative has been related to successful sustainable implementation projects. 
It is further concluded that the involvement of local managers in the amending and 
implementation of the KPI had significant benefit in achieving the implementation in a 
timely manner. As the organisational strategic aims have changed during the course 
of this project it recommended that administrative personnel are involved in any 
future implementation groups.  
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Establishing a set of KPI’s for the mental health day hospital using the HSE change 
model had many benefits. The benefits will have an impact across the organisational 
layers. The individuals involved in the implementation group will have benefited from 
using the HSE change model. The senior management group will have increased 
ability to make informed decisions based on the KPI data collection reports. The day 
hospital for the first time now have a set of defined performance indicators that will 
allow the service to be in a position to be benchmarked against other day hospital 
services. The general public has a more accountable service with a transparent set 
of KPIs. 
Furthermore, consideration needs to be given to oversight of the KPI across units 
from the organisational or hospital view point. There is evidence to suggest that once 
the KPIs are established across the entire hospital that a single committee or quality 
and safety group review and refine the KPI as part of a clinical governance system 
that feeds into the corporate management structure. The evidence suggests this 
stand-alone group is better equipped to review the KPIs as opposed to each unit 
taking on this role (Weiner et al., 2006).  
The introduction of the KPIs at St Vincent’s Hospital, Fairview has been a worthwhile 
quality initiative that has strengthened the quality and safety monitoring system and 
increased the knowledge and skill base within its staff at the same.  Providing a 
quality service based on a culture of learning and innovation has been the backbone 
of success for SVHF for over 150 years which makes the evaluation a great outcome 
for the organisational context purported by the senior management group. “Every 
system is perfectly designed to achieve the results its achieves” (Berwick, 1996, 
P.619).  By having additional KPIs, SVHF has refined its organisational design to 
achieve better more informed decision regarding the services it governs. 
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7. Appendixes  
 
7.1 Appendix One 
Stakeholder Analysis 
High Importance Nurse Practice 
Coordinator- Anne 
Brennan. 
 
 
DON- Declan Lavery. 
CNM3- Claire Henchy. 
ADON- Padraig Mahon 
 
 
Low Importance IT- Gerard Fitzpatrick 
Administration-Maria 
Lyons 
CNM 2’s ACNM 1- 
Demelza/Carol. 
 Low influence High influence 
Initial communication Strategy with Stakeholders. 
Stakeholder 
Name 
Ratin
g 
Rational for Rating Action Plan-
Communication 
Declan Lavery. High/
High 
Need to gain permission 
and sponsorship. 
Arrange meeting, agree 
project management plan 
and have signature put on 
to sponsorship form. 
Claire Henchy. High/
High 
Need to gain permission. Meet and agree terms of 
access to day hospital and 
CNM 2. Document same in 
terms of reference. Invite 
on to the Implementation 
Group 
Padraig Mahon. High/
High 
Need to gain permission. Meet and agree terms of 
access to day hospital and 
CNM 2. Document same in 
terms of reference. 
Anne Brennan. Low/H
igh 
Need to keep too 
informed. 
Email Declaration of 
intention and seek 
endorsement. 
Gerard 
Fitzpatrick. 
Low/L
ow 
Need to keep informed 
and may need 
collaboration 
Meet in January to discuss 
data collection.  
Demelza 
Heneghan. 
High/
Low 
With Senior management 
approval request for 
information could be 
made without their 
approval though their 
input and cooperation is 
vital to gain expert 
knowledge and buy in for 
data collection ease. 
Establish and invite on to 
the Implementation Group 
Carol Corcoran. High/
Low 
As above Establish and invite on to 
the Implementation Group 
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7.2 Appendix Two 
Readiness for change 
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7.3 Appendix Three 
 
Timeline-Gantt Chart 
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7.4 Appendix Four 
 
Risk Management strategies 
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7.5 Appendix Five 
 
Values that than underpinned strategic goals 
 
 
  
Vision for 
change values 
(consumer). 
Mental health 
commission quality 
standards 
(regulator). 
HSE guidance 
doc on what 
should be the 
purpose of 
day hospital 
(consumer). 
Proposed KPI area of 
measurement 
Accessibility. The mental health 
service is available on 
a 
24-hour basis, seven 
days a week. 
Alternative to 
admission 
Access to services. 
Coordination and 
Community care.  
The mental health 
service works with 
service 
user groups and 
community agencies to 
promote meaningful 
integration within local 
communities. 
Maintain 
people within 
the community  
Preventing 
readmission 
Recovery. Mental health services 
are recovery-oriented 
in their approach to 
care and treatment. 
There needs to 
be  distinctly 
different today 
centre who 
cater for long 
term enduring 
mental illness 
Length of stay longer 
than 30 days. 
Effectiveness.* The mental health 
service routinely 
monitors the health 
outcomes of service 
users.  
 
Changes in 
clinical 
measures was 
noted as 
performance 
indicator 
Needs based 
outcomes. 
*(Implementation 
group did not accept 
implementation as it 
was deemed not 
feasible.) 
Effectiveness.**  Preventing 
hospital 
admissions 
Number of Discharges 
to inpatient unit. 
**(added by the 
implementation group) 
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7.6 Appendix Six 
HIQA KPI criteria. 
Validity- Dos the KPI measure what it is 
supposed to measure? 
 
 
 
Reliably- Does the measure provide 
consistent measure? 
 
 
 
Explicit Evidence based- Is the KPI 
supported by scientific evidence or 
consensus of experts? 
 
 
 
Acceptability- Are the KPI acceptable? 
 
 
 
Feasibility- Is it possible to collect the 
required data and is it worth the 
resources? 
 
 
 
Sensitivity- Are small changes reflected 
in the results? 
 
 
 
Specificity- Does he KPI actually capture 
changes that occur in the service for 
which the measure is intended?  
 
 
 
Relevance- What useful decisions can be 
made from the KPI? 
 
 
 
Balance- Do we have a set of KPI;’s that 
measure different aspects of the service?  
 
 
 
Tested- Have national and international 
KPIs been considered.  
 
 
Safe- Will an undue focus on the KPI 
lead to potential adverse effects on 
others aspects of quality and safety? 
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7.7 Appendix Seven 
Timely-Access 
Mental health Day Hospital. 
1 KPI Title 
 
Timely access to Service. % of accepted referrals 
offered admission within three days by day 
hospital team. 
2 KPI Description  The number of days from referral to admission.  
3 KPI Rationale Timely access is a primary function of day 
hospital in the management of acute illness. 
 Indicator Classifications  Accessibility  
 Person centred  
 Accountability  
 Effective care   
4 KPI Target 80 % 
5 KPI Calculation 
 
Count number of accepted referrals that were 
admitted within 3 days divided by the number of 
overall accepted referrals that were admitted. 
6 Data Source  
From Day hospital mental health team to CEO 
SVHF.  
 Data Completeness 
 Data Quality Issues 
7 Data Collection Frequency Monthly 
8 Tracer Conditions n/a  
9 Minimum Data Set Date of referral accepted. 
Date of admission.   
10 International Comparison n/a  
11 KPI Monitoring  Monthly 
12 KPI Reporting Frequency Monthly 
13 KPI report period Monthly in arrears (June data reported in July)  
14 KPI Reporting Aggregation Yearly  
15 KPI is reported in which reports? Quality reports, senior management forum and 
Nursing Annual report. 
16 Web link to data n/a 
17 Additional Information  KPI target to be refined within 12 months  
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7.8 Appendix Eight 
Readmission 
Mental Health Day Hospital 
1 KPI Title Repeat admission. 
2 KPI Description  % of readmissions to the day hospital following 
discharge. 
3 KPI Rationale 
 
Through collaborative care planning between day 
hospital and community services recovery and 
integration with community should be sustainable 
for majority of service users. 
 Indicator Classifications  Accountability  
 Quality of service  
 Community based  
 Cost effective 
 Effective care. 
4 KPI Target (To be refined)  
5 KPI Calculation Count the number readmission on assessment. 
6 Data Source  
From day hospital mental health team to CEO 
SVHF. 
 Data Completeness 
 Data Quality Issues 
7 Data Collection Frequency Monthly.  
8 Tracer Conditions n/a  
9 Minimum Data Set Admission dates and discharge. Number of days 
between admission and discharge. 
10 International Comparison 66.7% national readmission. 
11 KPI Monitoring  Monthly 
12 KPI Reporting Frequency Monthly  
13 KPI Report period Yearly  
14 KPI Reporting Aggregation CEO SVHF and Day hospital mental health team.  
15 KPI is reported in which reports? Quality report, senior management forum and day 
hospital annual report. 
16 Web link to data n/a 
17 Additional Information  KPI target to be refined within 12 months 
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7.9 Appendix Nine 
Length of stay 
Mental Health Day Hospital 
1 KPI Title Length of stay in day hospital.  
2 KPI Description % of service users that stays longer than 30 days. 
3 KPI Rationale Day hospital should be recovery focused where 
the user is helped to reach their optimal level of 
functioning in a timely manner. Anything less than 
30 days is considered acute care, more 30 days 
integration with community service could be 
considered. 
 Indicator Classifications  Accountability  
 Quality of service  
 Community based  
 Cost effective 
 Recovery focused. 
4 KPI Target 20% 
5 KPI Calculation Count the number discharged episodes that 
exceeded 30 days stay from admission to 
discharge, calculate as a percentage against 
overall number of discharges. 
6 Data Source  
From day hospital mental health team to CEO 
SVHF. 
 Data Completeness 
 Data Quality Issues 
7 Data Collection Frequency Monthly.  
8 Tracer Conditions n/a  
9 Minimum Data Set Admission dates and discharge. Number of days 
between admission and discharge. 
10 International Comparison n/a  
11 KPI Monitoring  Monthly 
12 KPI Reporting Frequency Monthly  
13 KPI Report period Yearly  
14 KPI Reporting Aggregation CEO SVHF and Day hospital mental health team.  
15 KPI is reported in which reports? Quality report, senior management forum and 
nursing annual report. 
16 Web link to data n/a 
17 Additional Information  KPI target to be refined within 12 months 
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7.10 Appendix Ten 
Avoidable hospital usage 
Mental Health Day Hospital 
1 KPI Title Discharges from day hospital to Inpatient Unit. % 
of patients discharged from day hospital to 
inpatient setting.   
2 KPI Description  Measure amounts of discharges  to inpatient unit 
from Day Hospital  
3 KPI Rationale  Proves core functioning of day hospital  
 Proves effective functioning  of day 
hospital to maintain service user in 
community  
 Indicator Classifications  Accountability  
 Quality of service  
 Community based  
4 KPI Target 
 
No more than 27 % should go to inpatient from 
day hospital setting. No less than 5% should be 
admitted. 
5 KPI Calculation 
 
Count number of discharge to inpatient and 
calculate as percentage against overall number of 
discharges. 
6 Data Source  
From day hospital mental health team to CEO 
SVHF. 
 Data Completeness 
 Data Quality Issues 
7 Data Collection Frequency Monthly.  
8 Tracer Conditions n/a  
9 Minimum Data Set 
 
Discharge date and  
discharge location.  
10 International Comparison n/a  
11 KPI Monitoring  Monthly 
12 KPI Reporting Frequency Monthly  
13 KPI Record Report Calling 12 months  
14 KPI Reporting Aggregation CEO SVHF and Day hospital mental health team.  
15 KPI is reported in which reports? Quality report, senior management forum and day 
hospital annual report. 
16 Web link to data n/a 
17 Additional Information  Nil   
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7.11 Appendix Eleven 
 
KPI evaluation questionnaire 
 
 Strongly 
disagree 
Disagree Undecided Agree Strongly 
Agree 
Do the KPI’s measure 
what it is supposed to 
measure? 
     
Does the measure 
provide consistent 
measure? 
     
Is the KPI supported 
by scientific evidence 
or consensus of 
experts? 
     
Are the KPI 
acceptable? 
     
Is it possible to collect 
the required data and 
is it worth the 
resources? 
     
Are small changes 
reflected in the results? 
     
Does the KPI actually 
capture changes that 
occur in the service for 
which the measure is 
intended?  
     
Can useful decisions 
can be made from the 
KPI? 
     
Do we have a set of 
KPI;’s that measure 
different aspects of the 
service?  
     
Do you believe the KPI 
will have positive 
impact? 
     
Will an undue focus on 
the KPI lead to 
potential adverse 
effects on other 
aspects of quality and 
safety? 
     
Can the KPI be 
amended to work in 
other areas of the 
organisation? 
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7.12 Appendix Twelve 
Data Collection Sheet. 
 
 
Unit: 
 Month: 
 Completed 
By: 
 Minimal Data Requirments 
No. of New referrals this month   
    
No. of New Patients attending this month (referrals that were accepted and 
admitted)   
Number of New Patients that had a previous admission this year   
    
No. of Patients Discharged this month   
No. of Patients Discharged to inpatient this month   
No. of Patients Discharged that attended for more than 30 days   
    
Number of active patients attending & seen within this month   
Waiting List 
Accepted and waiting to commence attendenance 
No. of Paients on Waiting List < 3 days   
No. of Paients on Waiting List < 1 Weeks   
No. of Paients on Waiting List > 1 Weeks < 2 Weeks   
No. of Paients on Waiting List > 2 Weeks < 3 Weeks   
No. of Paients on Waiting List > 3 Weeks < 4 Weeks   
No. of Paients on Waiting List > 4 Weeks    
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7.13 Appendix Thirteen 
Sponsorship Form 
 
Organisation Permission & Sponsorship Form 
Name (Employee/ Student):  Andrew Sheridan. 
Student Number: 14135884 
Organisation:  St. Vincent’s Hospital, Fairview.  
Project Sponsor: 
(Line or Senior Manager) 
 Declan Lavery. Director of Nursing.  
Telephone Contact: 018842445 
Email Contact:  Fionnuala.keating@svhf.ie 
Project Start Date: 1st of Dec 2016. 
Proposed Date of 
Completion: 
11th of May 2016. 
 
 
Title of Project 
 
Developing key performance indicators for mental health day hospitals a quality 
improvement project. 
 
Declaration 
I give permission for this project to be undertaken in this organisation/ 
department and I agree to act as organisational project sponsor. I also agree to 
being contacted by the RCSI to verify this project if required. 
Name: Declan Lavery.   Signature:_______________________ 
Date:_________________________________________________ 
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7.14 Appendix Fourteen 
Adapted from (Mannion & Braithwaite, 2012). 
Pitfall Description 
Measurement 
fixation 
Focusing on the measurement targets rather than values 
that brought them about. 
Tunnel vision Focusing too much on performance systems to the 
detriment of other services systems. 
Myopia Focusing on too many short term goals, gaining quick fixes 
by providing more hospital beds to the neglect of primary 
care and preventative measures. 
Ossification Overtly rigid performance adherence which prevents 
review and updating of practices treatments. 
Anachronism Reporting back on performance needs to be done as 
closely as possible to the capturing of the data to make it 
relevant as possible. 
Quantification 
privileging 
Emphasising numerical measures over qualitative 
information such as staff morale service user narratives.  
Over compensation Over rewarding service for meeting targets. Many service 
expectations are already being paid for in contractual 
agreements and additional incentives must be careful 
double paying for services. 
Under 
compensation 
Payment rewards need to be worthwhile, as does 
penalties for non-performance. 
Insensitivity Performance when applied to whole organisation don’t 
pick up the variance within the system, therefore KPI’s 
cold be tailored to each unit or KPI broken down to unit 
level if KPI’s are applicable across units. 
Increased inequality Attaching pay to good performance only reinvest the 
monies into already performing groups which can create 
an increasing gap between poor performance and good 
performance.  
Complacency Hospitals that perform on average not good or bad may 
feel unmotivated to improve. 
Silo Creation Creating leagues of good hospitals can make recruitment 
harder for the lower rank hospitals. 
Misrepresentation The temptation to influence data input to be generous on 
the organisational outlook is hard to measure but within a 
competitive health system were resources are scares the 
temptation is there, and audit and external checks need to 
be made part of the routine to ensure fairness and 
accuracy. 
Gaming  Is when mangers either slow up or slowdown in order to 
manage the pressures of meeting performance targets. 
Misinterpretation KPI’s are indications not measurements interpreting KPI 
without further analysis often leads to misinterpretation of 
what the KPI is indicating. 
Bullying Staff can feel bullied to meet performance targets, staff is 
required to enable staff to meet KPIs without feeling 
harassed.  
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Erosion of trust Poor performing hospitals may lead to mistrust in 
professionals working within the same organisations. 
Reduced staff 
morale 
Poorly ranked hospitals may lose staff motivation to work, 
if one performance report is bad it can hang over goof 
performance and undermine confidence until he next 
review.  
Political 
grandstanding 
KPI can be highlighted or ignored and brought into the 
public domain in order to leverage resources and decision 
in the favour of politicians or their respective parties. 
Creating a diversion Like political grandstanding KPI can be sued to create 
distraction and false evidence to support improvements 
that have no real basis in the evidence or the need of 
population. 
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7.15 Appendix Fifteen 
 
Evaluating the change process semi-structured questionnaire. 
What did we set out to do? Did we 
achieve what we set out to do? If not, 
why not? 
 
What didn’t work that needs 
improvement? 
 
What should we stop doing?  
To what extent have the needs and 
interest of the key stakeholder group 
been achieved? 
 
How will the learning from the evaluation 
be incorporated into existing or new 
leadership or management development 
programmes? 
 
How will the data gathered as part of the 
evaluation be documented, archived and 
communicated? 
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7.16 Appendix Sixteen 
KPI’s Dashboard 
Using the Dashboard 
The following dashboard contains the KPIs for the mental health day hospitals. The dashboard 
provides the means by which information can be effectively and efficiently displayed and interpreted 
by the reader.  Key terms follows; 
 Range/Target is the acceptable range or target as determine by the evidence based 
literature and KPI implementation group. 
 Status  
 Green within acceptable range or meeting target. 
 Yellow heading towards target or has remained unchanged since last 
measured. 
 Red heading away from target or acceptable range. 
 % or rate is the current performance score 
 KPI title and strategic direction is detailed in the subsequent pages of the report. 
St. Josephs- Adolescent Day Hospital 
KPI title Strategic 
direction 
Range % or rate Status 
Timely-Access Alternative to 
inpatient 
treatment 
80% 45% Red 
Discharge to 
inpatient 
Prevention of 
inpatient 
treatment 
5% to 27% 0% Red 
Repeat Admission Community 
integration 
Less than 15% 9% Green 
Length of Stay Recovery focused 
services 
Less than  20% 100% Red 
 
Crannóg-Adult Mental Health Day Hospital 
KPI title Strategic 
direction 
Range % or rate Status 
Timely-Access Alternative to 
inpatient 
treatment 
80% 97% Green 
Discharge to 
inpatient 
Prevention of 
inpatient 
treatment 
5% to 27% 5% Green 
Repeat Admission Community 
integration 
Less  than 15% 4.4% Green 
Length of Stay Recovery focused 
services 
Less than 20% 5% Green 
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7.17 Appendix Seventeen 
Double Loop learning results 
 
  
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Do the KPI’s measure what it is supposed to 
measure?
Does the measure provide consistent measure?
Is the KPI supported by scientific evidence or
consensus of experts?
Are the KPI acceptable?
Is it possible to collect the required data and is it
worth the resources?
Are small changes reflected in the results?
Does the KPI actually capture changes that occur in
the service for which the measure is intended?
Can useful decisions can be made from the KPI?
Do we have a set of KPI’s that measure different 
aspects of the service? 
Do you believe the KPI will have positive impact?
Will an undue focus on the KPI lead to potential
adverse effects on other aspects of quality and…
Can the KPI be amended to work in other areas of
the organisation?
Strongly Disagree
Disagree
Undecided
Agree
Stronlgly agree
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